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AMERICAN NEUROLOGICAL ASSOCIATION. 

Held in Washington, May 7, 8 and 9, 1907. 

The President, Dr. Hugh T. Patrick, in the Chair. 

Presidential address: Ambulatory Automatism. By Dr. Hugh T. 
Patrick. (See this journal, page 353.) 

The Study of Reflexes of the Lower Extremities in Sixty Cases of 
Paresis, zvitli a Special Reference to the Paradoxical Reflex. By Dr. 
Alfred Gordon. (See this journal, pagy; 430.) 

Dr. F. X. Dercunt said he believed the paradoxical reflex has a dis¬ 
tinct practical value. One of the cases in which he was able to study it in 
connection with pathological findings has, as Dr. Gordon has said, been 
already placed on record, but it was so important a case that a brief state¬ 
ment of the facts is still of value. The gentleman was a medical man 
who had been a member of Dr. Dereum’s own staff at the Jefferson 
Hospital. He had had what proved to be an effusion or a hemorrhage 
in the membranes upon the right side. He had no distinguishing features 
so far as his reflexes were concerned to enable them to localize any 
lesion (the effusion was very slight in degree) except the presence of this 
paradoxical reflex, and it was distinct. Dr. Keen operated upon the right 
side, and a considerable amount of bloody serous fluid was evacuated. 
Immediately after the operation, as soon as the patient had recovered from 
the ether, he was tested as to the paradoxical reflex and it had disappeared. 
Some days subsequently the drainage became obstructed and the para¬ 
doxical reflex again appeared. There was no other guide at this time as 
to the localization of the lesion. Both knee jerks were somewhat exag¬ 
gerated; there was no ankle clonus upon either side. The patient was 
operated upon aguin, at least the wound was opened and freely drained, 
and again the paradoxical reflex disappeared. It seemed to Dr. Dercuni 
that the paradoxical reflex is one which obtains when the interference 
with the motor pathway is very slight. It may be lost or masked when 
the lesion is gross. In his judgment it is a very valuable sign. 

Dr. Morton Prince said he was unable to add anything in regard to 
the clinical value of the contraction spoken of by Dr. Gordon, but he 
would like to say a few words upon our interpretation of this sign. It 
would scent to bear some relation to, if it is not identical with, Westphal’s 
“paradoxic” contraction. If they are different it is unfortunate that Dr. 
Gordon should have adopted the same name, "paradoxic.” Wcstphal 
included extension (dorsally) of the ankle, as well as of the toes. Dr. 
Gordon only describes the toe movement. This may possibly be due to 
the mechanical interference with the foot from the position adopted in 
testing. It has been forgotten that Erlennteycr in 1880 maintained that 
Wcstphal’s contraction was due to excitation of the calf muscles caused 
by stretching; Charcot and Richct (1885) held the same view and pointed 
out that in hysterical subjects dorsal flexion of the foot under certain ex¬ 
perimental conditions could he induced by massage of the calf muscles. 
They concluded that when a muscle is stimulated its antagonist is simul¬ 
taneously excited, the latter having thus a regulating function, and under 
certain conditions its action may become predominant. This spasm of 
the antagonist has been found in other muscles than the extensors of the 
foot and toes; c. £., in the flexors of the knee and in the arm muscles. 
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In 1889 the speaker had become interested in this phenomenon and pub¬ 
lished some observations (with cases) upon it (Boston City Hospital Re¬ 
ports, 1889), but at that time had considered, perhaps erroneously with 
Charcot and Richet, the “paradoxical contraction” and that resulting from 
massage of the calf muscles as identical. He had given it the name 
"antagonistic contraction.” There were other ways, besides those men¬ 
tioned, of producing the contraction. It is possible that two different 
reflexes have been included under Wcstphal's; viz.: that following dorsal 
flexion of the foot and that from massage of the calf muscles. The 
former, the speaker had shown, was only an exaggeration of a normal 
phenomenon; the latter may be identical with Dr. Gordon's reflex. And 
yet it is significant that Dr. Gordon had not found this reflex in hysteria 
and functional diseases, while Charcot. Dr. Prince and others had found 
it in hysteria. Westphal had found his reflex in tabes with motor weakness, 
atypical multiple sclerosis (?) and paralysis agitans, while Dr. Gordon 
had not found his reflex unless the motor tract was involved. Dr. Prince 
had found "Wcstphal's” contraction in multiple sclerosis and functional 
troubles. The relation to one another of these different contractions, in¬ 
cluding Oppenheim’s and Babinski’s, elicited by different methods, needed 
further investigation. 

Dr. P. C. Knapp said that in spite of Dr. Gordon’s kindness in demon¬ 
strating the technique of his paradoxical reflex to him, he had to con¬ 
fess that he had often failed to obtain it, even in cases where the Oppen- 
heim or the Babinski reflex was well marked. He cannot therefore speak 
absolutely pertinently with reference to this question of the prevalence 
of the paradoxical reflex in general paralysis, but be has seen a con¬ 
siderable number of cases in which the relations between the exaggeration 
of the knee jerk and the Babinski and Oppenheim reflexes were not con¬ 
sistent. Of course we all agree that those reflexes are indicative of 
change in the motor tract, just as the exaggeration of the reflex is often 
indicative of such a change, especially if the exaggeration amount to a 
true clonus. But the two do not seem to hold the same relation. In 
general paralysis, for example. Dr. Knapp had seen a case in which 
there was a complete absence of knee jerk. It was impossible to obtain 
the knee jerk in any way, even by reinforcement, and yet there was on 
one side a distinct Babinski reflex and Oppenheim reflex. In hemiplegia 
he had sometimes noted upon the paralyzed side a diminution in the knee 
jerk, often a knee jerk which could be obtained only- by reinforcement, 
although there was a fair knee jerk upon the unparalvzed side, and yet 
in the paralyzed leg there were the Babinski and Oppenheim reflexes. It 
is perhaps unfair to include in this, as an example of this discrepancy, the 
existence of the Babinski and Oppenheim reflexes in cases of fracture of 
the spine where the knee jerk is lost, because there is a possibility that the 
reflex arc for the knee jerk is higher than that for the plantar reflex. 
There may have been a lesion there, although in one case, Dr. Knapp re¬ 
called that the fracture was much above the reflex center for the knee jerk. 
There are certainly a considerable number of cases in which the Babinski 
and Oppenheim reflexes are not in harmony with the knee jerk. Of 
course, in paresis it is quite rare to get a sufficient exaggeration of the 
tendor reflexes in general to amount to a true ankle or patellar clonus. It 
is worth while to bear in mind certain other methods of eliciting the knee 
jerk which often have a decided significance, especially in cases of 
unilateral lesion where it is desirable to determine any difference in the 
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reflexes on the two sides. The knee jerk obtained by striking above the 
patella instead of below it, the so-called tibial reflex obtained by striking 
upon the periosteum of the broad head of the tibia, the patellar twitch 
obtained by drawing down the patella with the fingers as in testing for 
patellar clonus and striking the fing'er a sharp blow, and the front-*ap 
contraction, are forms of the knee jerk, and these methods should be 
employed. Dr. Knapp had very often found them to be of use in showing 
differences in the tendon reflexes where the ordinary test for the reflex 
was not significant. 

Dr. H. M. Thomas said he had only one or two remarks to make, deal¬ 
ing particularly with the definition of the reflex. He feels strongly about 
giving names to signs and not describing them. As he understands the 
discussion by Dr. Prince of Dr. Gordon’s paper, it was simply brought 
about by the lack of definition. Dr. Gordon gave no definition at this 
meeting. He has done so before. It seemed to Dr. Thomas that if we 
are going to use the term paradoxical reflex for contraction of the tibialis 
anticus, according to the method of getting the ankle clonus, it is ex¬ 
tremely important to define what we mean. Dr. Knapp describes four or 
five methods of getting' the knee jerk. Dr. Gordon did not say anything 
about the ankle reflex that Dr. Thomas heard; he said ankle clonus. Dr. 
Thomas does not know whether Dr. Gordon's cases had exaggerated ankle 
reflex or not; he supposes they had, and that it was not clonus. 

Dr. P. C. Knapp asked to he permitted one word in response to Dr. 
Thomas’s criticism. Giving the different grades of exaggeration there is 
first the simple knee jerk, as obtained by striking the tendon below the 
patella; in a slighter degree of exaggeration there is the knee jerk ob¬ 
tained by striking above the patella; in a third degree of exaggeration the 
patellar twitch obtained by pulling down the patella with the finger and 
striking1 it a sharp blow with the percussion hammer; the fourth degree 
would be the front-tap described by Gowers: the fifth would be the so- 
called tibial reflex, the kick forward in striking the broad head of the 
tibia, and the sixth would be the true ankle and patellar clonus. 

Dr. F. X. Dercum wished to be allowed to say that he believed Dr. 
Gordon’s reflex is an entirely new thing in itself, a new discovery. It has 
nothing to do with what was formerly known as the paradoxical reflex. 

Dr. A. Gordon said in reference to Dr. Knapp’s remark that in a 
number of instances gentlemen who wished to exhibit the reflex and 
have failed to do so called him to help them, and he obtained the reflex 
with the greatest facility. It is consequently a question of the exactness 
of the method. The patient is placed on a chair, and his feet (not the 
legs) are placed on another chair. The patient is told to relax his muscles, 
to make himself perfectly comfortable. The feet should be thrown 
slightly out, not forcibly, and the operator should place himself outside 
of the legs, place the soft part of the hand on the tibia in order to avoid 
irritation of the extensors. The tips of the fingers are placed on the 
middle of the gastrocnemius muscle. Then pressure should be made 
upon the middle of the soft part of the calf of the leg. Sometimes the 
examiner has to pass his fingers up and down (frequently he does not 
have to do that) ; and at the moment the reflex is present the toes will 
come up, particularly the big toe. The same can be obtained when the 
patient is in bed. 

In regard to the explanation of the phenomenon, Dr. Gordon said he 
wished to answer Dr. Prince that at present he has on record 357 normal 
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cases without the slightest ailment, especially ailment of the nervous 
system, in which he has not been able to elicit the reflex of which he is 
speaking. In these cases pressure of the calf muscles of the legs gives no 
response at all or flexion, but in the cases where the motor tract is sup¬ 
posed to be involved, he very frequently has found this phenomenon. 

He said he wished to emphasize one more point in regard to the value 
of this sign. As far as the relation of this reflex to Oppenheim's is 
concerned it is not an Oppenheim reflex at all or a modification of it. 
Dr. McCarthy, who at first expressed the opinion that it was perhaps a 
modification of Oppenheim's reflex has since retracted that opinion. It 

* is a decided sign of involvement of the motor tract. He said he wanted 
to refer to another anatomical and clinical case. A boy entered the Jef¬ 
ferson Hospital with injury to his right temporal region; he had head¬ 
ache and was stuporous. He was put to bed, and on the opposite leg in¬ 
creased knee jerk was found, but no Babinski, no ankle clonus and no 
Oppenheim. Dr. Mills and Dr. Dercum examined the case and they saw 
that while all the other reflexes were absent, this reflex was present. Dr. 
Da Costa operated upon the right side of the skull and found marked 
pressure. After the operation the reflex disappeared, and Dr. Gordon 
has examined the patient many times since and has never been able to 
discover the paradoxical reflex. 

(This case was reported before the Philadelphia Neurological Society 
and is to be published in the American Journal of the Medical Sciences.) 

THE SENSORY SYMPTOMS AND THE SENSORY AFFECTIONS 
OF THE FACIAL NERVE. 

By Dr. J. Ramsay Hunt. 
The facial nerve like the trifacial is a mixed nerve; consisting of a 

motor root, a sensory root and ganglion. 
In this communication the symptomatology of the sensory mechanism 

of the seventh cranial nerve is discussed, with the practical importance 
of this group of symptoms to clinical neurology and otology. 

1. Preliminary remarks on the embryology and anatomy of the facial 
nerve. 

2. Pain and sensory disturbances in facial palsies (Fallopian neuritis). 
3. Herpetic inflammations of the geniculate ganglion. 
4. Primary otalgia (neuralgia of the facial nerve). 
5. Secondary otalgia (tabetic car pains). 
6. Reflex facial twitchings and spasms. 
Dr. P. C. Knapp said he had had the opportunity lately of seeing two 

or three cases of facial paralysis very early in the onset of the disease. 
In them he found just for a day or two a very slight diminution of 
sensibility. It could only be obtained, as Dr. Hunt has suggested, by the 
comparative method of testing the two sides, and sometimes only by the 
comparison of exceedingly slight stimulus such as Frey's esthesiometer, and 
in a day or two even that difference had disappeared. He thought that 
if we could see the cases very early and test by the comparative method 
we should find sensory disturbance in facial paralysis more often. 

Dr. H. H. Hoppe said he would like to ask Dr. Hunt whether he 
came across many cases of pain in the eyeball. Only a few days ago he 
(Dr. Hoppe) saw a patient wdio had been paralyzed some years before. 
The history was that the onset of the facial paralysis was accompanied by 
acute pain in the eyeball. 


